Another X-ray examination was made, and showed a slight suggestion of swelling in the ethmoidal region. He (the speaker) performed an external operation, and opened up the frontal sinus, which was normal. At the back of the eye he had found ethmoidal cells full of thin, clear mucus. He drained through the nose and sutured up the outer wound. The patient had recovered perfectly. The eye became normal, its movements returned, and the sight was unimpaired. It had been a curious case and certainly an alarming one.
About five months ago this patient noticed that her voice was getting weaker. A little later on sbe found that there was some difficulty in swallowing food. The dysphagia was not more marked with solid food. Until the patient's attention was drawn to the matter, she did not complain of weakness of the upper arms; indeed, the very slowness of onset of the condition had made it difficult for her to analyse her symptoms.
The laryngeal picture is interesting in that it shows, in addition to the bilateral abductor weakness, the typical bowing of the vocal cord on the right side, due to paresis of the thyro-arytenoidei.
Dr. Feiling, who kindly examined the patient for me, reported as follows, December 30, 1929:-There is slight wasting and some fibrillary tremlor of the tongue, with deviation of the soft palate to the left. There is definite muscular atrophy of both sterno-mastoids and trapezius muscles. There is wasting of the muscles of the shoulder girdles and upper arms. The feeble musculature is in striking contrast to the well preserved muscles of the lower limbs. I have no doubt that the bulbar symptoms are due to degeneration of the hypoglossal nucleus and the nucleus ambiguus in the medulla. The atrophy of the arms is due to a similar degeneration of the cells in the anterior cornua of the cervical enlargement of the spinal cord. In other words, the condition is the not uncommon combination of bulbar paralysis and progressive muscular atropby. The dysphagia had been the most prominent symptom, and it was for this that the patient originally sought relief. The suggestion has been made that the condition might be due to paralysis of the constrictor muscles.
Discussion.-Dr. DAN MCKENZIE said that he felt emboldened to make a confession, namely, that he occasionally missed a fixed cord. This was particularly the case when the affected cord was lying in the middle line, that is in adduction. He had noticed that no mistake was ever made when examining by the direct method.
Dr. JOBSON HORNE said that the difficulty mentioned by the President in deciding which vocal cord moved, or was impaired in movement, could be overcome readily by the simple device of taking the eyes off the vocal cords and fixing them upon the arytanoid cartilages. The excursion of the arytEenoids being wider than that of the vocal cords, the affected one was readily detected.
Mr. 0. POPPER said he 4hought that inability to detect the fixation was due to using only one eye. If both eyes were used, the mistake, really due to an optical disability, was not likely to arise.
Section of Laryngology 791
Mr. NORMAN PATTERSON said that he had great difficulty in his early days at the hospital in Golden Square in detecting a paralysed cord, and had had a special mirror made for the purpose with a black line drawn on the surface which was vertical when the mirror was placed in position. As the line remiiained stationary, it was easy to observe slight movements of the cords.
Mr. RITCHIE RODGER said he had had a case of dysphagia of central origin, in which esophagoscopy had been remarkably easy. The instrument fairly " romped " down the upper part of the cesophagus without encountering any difficulty from the constrictors. The patient had had facial paresis five months previously, supposed to be due to hcemorrhage. This had passed off quickly, as also did the dysphagia.
Dr. P. WATSON-WILLIAMS asked whether the paralysis of the internal tensors of the cord preceded or was coincident with that of the abductors.
AMr. VLASTO (in reply) said that there was abductor weakness associated with the typical bowing of the vocal cord on the right side, but he could not say which preceded the other. Bronchoscopy performed by Mr. Hope, October 19, 1929 (Brunning's tube). One piece of carrot seen first in trachea and removed, and on second inspection another piece was found in the left lower lobe bronchus and was removed. Dinmensiols: Larger piece about 15 mm. by 5 mm., smaller piece about 10 mm. by 5 mm.
Report of Case of Non-opaque Foreign Body in Left Lower
The child was perfectly well next day. A skiagram showed non-return valve obstruction of left lower lobe bronchus.
An Operating Reflector.-O. POPPER, F.R.C.S.Ed. The silvered mirror is immeasurably superior in reflecting efficiency to those of the all-metal sterilizable type, which alter the quality of the light, especially when they become scratched. This reflector consists of a removable spring wire handle used in conjunction with an ordinary glass mirror. It is sterilized and inserted into a slot provided and can be adjusted to alter the direction of the beam. It occupies very little space and is inexpensive.
Swellings in Larynx attributed to Gas Poisoning.-F. C. W. CAPPS, F.R.C.S. J. W., a man, aged 54, has been hoarse intermittently for some years past and attributes the condition to his having been gassed during the war. He has been very much worse duriDg the last two or three weeks. No history of venereal disease or tuberculosis. Teeth all removed. Tonsils small and fibrous. Nasal septum much displaced to left.
The larynx shows redness and cedema of the false cords. The true cords cannot be seen. The glottis is filled with two pedunculated swellings, the left very much larger than the right, both apparently arising from the anterior commissure. Voice and breathing are surprisingly good considering great obstruction present.
Wassermann reaction " doubtful."
